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the mail man.
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to behold.
Now, thank heavens, rhings art! a little brighter.
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something more rhan thanks for all you did
for Bobby and for us.
Sincerely,
Mrs. J---B - - - -

And Bobby is right.
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Kidney Turnours in Infancy
With a Report of Two Cases
B y C. D. R USSELL, M. D.,
Victoria Hospital, L ondon, Onta1·io
t umou r s a ppear to develop in the kidney with greater
M ALIGNANT
f r equency than in any other organ and 25 per cent of all
maligna nt growt hs of the kidney occur in children. Males are affected
slightly mor e t han females. The common renal tumour in childhood is
the embryoma or, a s it i often called, t he embr yonal adenosarcoma
or Willm';; t umour. The elements com pri sing the neoplasms vary so
t hat t her e may be a predominance of adenomatous or of arcomatous
t issue a mi t hey may even approach the appearance of a carcinoma
alt hough a true carcinoma is rare. In 170 cases Albarrant a nd Imbert'
found on1y seven car cinoma s. It is interest ing to note as t he literature
is searched t hat t he per centage of carcinomas in childhood has
decrea sed. This may be attributed to t he more rigid classifications
which ha ve b'-come established and due to more accurate pat hological
diagnoses.
Willms Lds ad vanced the ingenious t heor y that the mixed t umours
a r e deri ved irom inclusions of t he Wolffian body in t he embryo and
that t he musc:e comes from segments of myotome, while t he bone and
cartilage which are also f requ ently prese nt originate from the vertebral
anlage. Muus 2 and Busse 3 believe t hat ext ensive metaplasia of t he
r enal blastoma g ive r ise to the t umou r. It is a well-established fact
t hat by metaplasia of t he pel vic epit heli um a tumour may develop with
characteri st ics ty pical of a squamous cell carcinoma or acant homa
fo und in other places. The t heor y that hy pernephromata develop from
ad renal r est s in t he kidney is a long standing a nd well-f ounded observation but will not explain why the sex precocity, so characteristic of
hyper pla sia of a drenal t issue, does not occur '. However t r ue these
t heories may be, the whole stor y has not been t old becau e some exciting
factor seems to be necessa ry. It wou ld a ppear f r om the st udies of
Nicholson'· that it is not a matter of de\'elopment from abnormal t issue
in the embryo but fro m an abnormal stimulation of normal t issue.
Heredi ty, a s an a edological factor, is not apparent. o far a trauma
is concerned, t his is frequ ently mentioned in t he case-history but is
81
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more likely to be the path t o discovery, rather than to the origin of
t he neoplasm. However, trauma may play a part by stimulating a small
tumour to take on a more active and malignant t ype of growth. In
140 cases of renal calculi at the Mayo Clinic nine were found to be
the seat of cancer•. It appears that the stone acts as a chronic irritant
setting up a constant inflammatory reaction which is followed by hyperplasia. These hyperplastic changes in the tissues if cont inued over a
sufficient length of time seem to take on malignant characteristics.
Infection by a mechanism similar to that mentioned above must also
be considered when the aetiology of tumours is considered. So far as a
specific infective agent is concerned as the aetiological factor, as compared with tuberculosis, why are the lesions in the various parts of the
body so different? In tuberculosis, the tubercle formation is present
in all lesions regardless of the location, but in the case of neoplasms
there is not a typical lesion common to all locations.
CASE REPORTS
CASE 1. A baby girl of eight months was admitted to the War
Memorial Children's Hospital, London, on September 29th, 1934. She
was sent in because of a palpable mass in the abdomen.
Upon admission the pat ient looked pale and sickly. The temperature was 99.4 ° F.; the respirations were rapid but not embarrassed.
The eyes were sunken and the infant tossed on the pillow in a restless
and irritated manner. She was not markedly dehydrated and there was
not any oedema suggestive of a kidney condition. The ears, nose, throat
and mouth presented nothing abnormal. The heart, lungs and reflexes
appeared to be normal also. The abdomen was symmetrical due to the
presence of a swelling in the upper left quadrant. Upon palpation this
was found to be slightly movable, nodular, quite firm and it did not
move on respiration, although the skin could be seen to move over the
mass. The tumour extended from under the lower rib margin to the
right as far as the midline, inferiorily to the umbilicus and behind
to the posterior abdominal wall.
One month previous to admission the parents noted that the child
was eating poorly and appeared to be flushed at intervals. This continued until the sleep rhythm was disturbed, so that she would toss
and roll in the bed. Vomiting occurred at intervals and loss of weight
ensued. The family physician was called and he was of the impression
that the child was suffering from an intestinal disturbance which is
prevalent among infants during the warm months. The child responded
favourably to gastro-intestina l therapy and rapid progress was made
for three weeks at which time the abdominal mass became evident so
that the child was immediately t ra nsferred t o t he hospital for a more
thorough investigation.
The child wa a full term infant of 5 lbs. 5 oz. She was fed by
the breast for three months, at which time she refused the breast,
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probably due to insufficient nurse. During the following six months the
baby thrived on protein milk; then she was put on modified cow's milk
and was gradually changed to full strength cow's milk and regular
diet. In January, 1934, the child had an intestinal upset characterized
by diarrhoea and vomiting which lasted one week. A month later she
had an attack of acute bronchitis which spread to the lung, producing
bronchial pneumonia.
LABORATORY FINDINGS

++++

Urinalysis-Albumin
No pus cells, R.B.C.'s or casts were demonstrated.
Blood Count-Hb. 63 per cent.
R.B.C.'s 5,410,000 per cu. mm.
C.I. .52.
W.B .C.'s 33,350 per cu. mm.
P.M.N.'s 69 per cent, old 59 per cent, and young 10.
Lymphocytes 21 per cent.
Monocytes 8 per cent.
Basophiles 1 per cent.
Eosinophiles 0 per cent.
Blood Chemistry-N.P.N. 25.0.
Creatinine 1.0 Mg. 7o .
Von Pirquet-Negative.
PROGRESS

September 30th, 1934. The child refu sed all fluids during the night
but took six ounces at the 10 a.m. feeding, only to vomit the same
shortly afterwards. The vomitus was sour and curdy.
October 1st. The genito-urinary tract was examined by an intravenous pyelogram. Six c.c. of Uroselectan B were injected by cutting
down on the internal vein. This did not reveal a satisfactory outline
of the kidney pelvis or calyces on eit her ide. Dye collected rapidly in
the bladder so the function of the kidneys was probably good. The
lower outline of the tumour growth wa s rendered quite distinct by the
presence of gas in the intestine below the tumour.
October 2nd. The temperature rose to 104 o F. Upon investigation,
the abdomen was found to be quite distended. This was relieved by an
enema. Pus cells appeared in the urine but there were no R.B .C.'s or
casts. The presence of pus probably indicated an onsetting pyelitis.
October 3rd. The urine became nega tive for albumin.
October 4th. The diagnosis now being fairly definite, it wa s decided
to perform a laparotomy with the hope of removing the kidney if this
were found to be the site of the t umour mass. The pre-operati ve care
consisted of t wo interstitials, one of 200 c.c. and the other of 150 c.c.
of five per cent glucose, in an attempt to increa se the fl uid co ntent of
the body which, a s is believed, greatly helps to lessen the post-operative
shock.
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Under ether anaesthesia, t he usual lumbar e>..1:r aperitoneal route
was chosen and the incision made. The kidney was brought into view
retro-peritoneally and a kidney tumour was encountered which seemed
to involve the whole organ, particularly the central part . The tumour
extended inferiorly to a bout t he level of t he umbilicus and anteriorly
to the midline. Many adhesions were encountered which anchored it to
the peritoneum and the descending colon. E xtensive metastatic growths
had spread to the peritoneum and bowel. There was no hope of cure
from nephrectomy so t he wound wa clo ed. The immediate postoperative condition was fair.
October 5th. A r eaction occurred with the temi)erature rising to
103° F. The skin was cold a nd clammy, and the child per spired freely.
At this point the worst was feared but with symptomatic treatment
these symptoms subsided and t he following 10 day3 were uneventful
and surgical recovery was complete.
October 16th. It was decided to a llow t he child to be taken home
where the expected termination would ultimately occur. It was learned
that the child died t wo weeks later a nd, not being in the hospital, a
post-mortem could not be obtained.
CASE 2. A female child of 6 year was admitted to the War
Memorial Children's Hospital, London, July 19th, 1934. This child,
like Case 1, was brought in because of a mass in the left side of the
abdomen.
On physical examina tion t he child looked undernourished for her
age and had a marked anaemic appearance. A large mass was palpable
in the abdomen extending f r om under t he costal margin on the left
side down to the iliac crest; almost t o t he midline in front and deep
to the vertebral column. This mass was not tender but was quite firm
in consistency.
LABORATORY FINDINGS
July 18th. UrinalysisAlbumin
Casts Negative.
R.B.C.'s 200 H .P .F .
Pus Cells 200 H.P.F .
July 21st Albumin Tra ce.
R.B.C.'s Negative.
Pus Cells occa ional.
The urinary findin g wit h t he presence of a n abdominal mass made
the diagnosis fairly obvious in this case, o operation was not delayed.
The usually lateral S-shaped kid ney incision was made extending
obliquely along t he lower border of the 12th rib, through skin, fascia
and muscles. The kidney with a huge tumour was identified . The thin
fatty capsule wa engorged by a network of dilated vein . Den e
adhesions bound t he kidney to t he spleen which was enlarged and
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apparently infiltrated with tumour growth. Metastases were also
present in the pelvis and along the ureter. The mass was freed by
blunt dissection from the surrounding tissues and delivered into the
incision. The ureter and renal vessels were identified, clamped, tied and
cut. There was considerable oozing from the spleen and surrounding
tissues due to the breaking down of the numerous adhesions.
PROGRESS

July 21st. The condition of the child was poor. There was dyspnoea,
cyanosis and distention of the abdomen. The distention in part was
relieved by an enema.
July 23rd. Crisis seemed to have passed, the child appearing
brighter. The temperature dropped to 99 ° F.

July 26th. Half of the gauze packing was removed from the wound
and considerable dark blood came away with it. The wound was clean
and healed rapidly.
July 28th. The general condition was markedly improved. The
remainder of the packing was removed and with it a large quantity
of blood clot separated from the wound.
July 31st. The sutures were removed and the cavity irrigated with
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boric solution. The edges of the wound sloughed slightly at the site
from which the packing was removed. The patient was dismissed and
was to have the dressings done at home. As in the first case, when
the extent of the metastases were considered, the pr.)gnosis was quite
definite.
EPITOME OF THE SURGICAL PATHOLOGICAL REPORT

Gross Description : The specimen consists of a kidney measuring
14 x 7 x 5 em. It is generally enlarged but still retains the general shape
and contour of a kidney. The capsule is thickened, opaque and adherent,
stripping with difficulty, leaving a pale, roughened C·Jrtical surface on
which there are numerous projecting yellowish nod ules, especially at
the upper pole. On section, extensive tumour growth seems to be
spreading out from the pelvis infiltrating and replacing most of the
parenchyma except at the two poles and along the lateral convex surface
where a narrow rim of cortex remains. The tumour has undoubtedly
extended beyond the cortex and has penetrated the capsule. The pelvis
itself is almost completely filled with a papillary friable growth and
the calyces are completely filled and obliterated except for a slit-like
space at the upper major calycx. The general tumour is growing in a
distinctly solid lobulated fashion and in certain areas presents a
crumbly papillary structure. Gross haemorrhage is present at the lower
pole. One would think that this was an absolutely functionless kidney.
Microscopic Examination : A section taken from the pelvis of the
kidney shows great flattening and compression of the portion of pelvic
epithelium which is uninvolved with tumour growth. Extensive tumour
growth is nearly filling the pelvis. This is attached to and can be
seen growing from the pelvic epithelium over a certain area. The
tumour growth here is distinctly papillary in structure. It consists of
thin, vascular, fibrous strands upon which several layer s of epithelial
cells are arranged. The tumour cells are elongated, transitional
epithelial cells bearing a striking resemblance to pelvic epithelium.
Sections taken from different locations in the renal parenchyma show
a somewhat different structure. Here the tumour is growing much
more diffusely and the cells are more atypical and anaplastic. There
is a tendency in this location for the tumour cells to be arranged in
definite tubular struct ures. These latter, however, do not resemble
adult renal tubules. E ven in the areas where growth t ends to be tubular
the papillary arrangement similar to that found in the pelvis can still
be made out. In the portion of renal parenchyma remaining many of
the tubules are fi lled with blood. While the prevailing type of cell
would suggest the origin to be pelvic epithelium, the tumour cells have
a distinctly embryonal appearance and are probably arising in the
parenchyma. Hypernephroma and Willm's tumour can be definitely
ruled out.
Pathological Diagnosis: Embryonal carcinoma of kidney.
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DISCUSSION

The predominating symptoms of kidney tumour are haematuria,
pain and tumour or mass. The order of occurrence varies and it is
interesting to note that the sequence is opposite in the ca e of child
and an adult. This is demonstrated in Albarran and Imbert's review
cases:
I

Child:
Adult:
Haematuria in 54 %
Haematuria in 5 /~
Pain in 45 %
Pain in 20 7o
Mass in 20 %
Mass in 71 7o
The fact that the mass is the earliest symptom in the majority of
cases is remarkable. This is frequently noted by the mother who becomes quite alarmed at seeing and f eeling this messenger of death
increasing in size at such a disturbing rate in the absence of a sick
child. However, she does not have to wait long because t he signs of
cachexia are soon manifest.
Haematuria when present immediately draws the diagnostician's
attention to the kidney. The haemorrhage which may be sufficient to
produce a secondary anaemia, is usually intermittent a nd frequently
causes renal colic. It may be the result of kidney congestion or may· be
due to the growth invading the kidney pelvis. The absence of blood
in the urine in such a high percentage of cases is attributed to the fact
that these tumours are usually situated at the poles or in the centre
of the kidney and grow by expansion, pushing outwards, thus thinning
the surrounding tissue which then acts as a limiting membrane and
as a restraint.
Pain, as in all types of neoplasm, is a late symptom. The general
systemic symptoms may be enumerated as anorexia, nausea, vomiting,
fever, peevishness, constipation and loss of weight.
In the two cases reported in t his paper one was dealing with a
left-sided mass in each instance, so t hat the spleen and kidney immediately gained prominence. Cases of splenomegaly are usually manifest
by a blood count characteristic of the specific condition. T his was lacking in the two cases cited here. Then again the urinary fi ndings and
the pyelogram made the clinician suspicious of a kidney lesion. Splenic
enlargements are slow-growing, smooth t umours in cont rast to the
rapidly growing nodular growths pre ent in these two cases ; so that
with the clinical and laboratory evidence a vailable, t he diagnosis was
confirmed.
There are a number of features in these two cases wort hy of special
consideration. When examining the urinary findings of the first case,
one notices that upon admission there was marked albuminuria. With
the trichloracetic acid test a preci pitate settled out which was so thick
that it resembled the white of a f ried egg. Then four days later no
albumin was present in the urine. I t hink it is safe t o conclude that
this indicated complete cessation of urinary function in t he affected
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kidney. There i no doubt a certain percentage of normal kidney tissue
still remained, but it had apparently ceased to function . It is stated
by Harrah' that an anuria may occur from reflex action of the diseased
kidney upon the normal kidney and that excretion of urine is possible,
although does not occur. In t he econd case, the _urine became essentially negative on the second post-operative day.
Another observation is that in the fir t case it was the symptoms
of cachexia, namely anorexia, vomiting, loss of weight, etc., which
attracted attention ; while in t he second ca e, haematuria was the first
symptom noted. Haematuria as the first symptom is the exception
rather than the rule, a s pointed out above. In the first case, where
haematuria was not a feature the haemoglobin dropped to 63 per cent.
It is unfortunate that a haemoglobin estimation was not obtained in
the second case where haemor rhage was such a predominant symptom.
The second case was typical in so far a s the haematuria was intermittent.
Pain, which is a late symptom, was not apparent in either of
these cases.
The rate of growth wa terrific as indicated in the first case. In
one month the neoplasms developed from an insignificant nonpalpable
gro~h to a tumour sufficiently large to form a bulge on the abdom inal
wall. Thi fact warrants a thorough investigation of all suspicious
abdominal enlargements in children, because the prognosis is directly
proportional to the delay in diagnosis.
SUMMARY

1. Kidney tumours in children are not rare conditions.
2. In most cases the fi r st symptom i the enlargement of t he
abdomen.
3. Willm's theory regar ding the origin of neoplams is probably
the mo t widely accepted.
4. The disappearance of albuminuria indicates ~ cessation of
excretory function on the part of the kidney.
5. The mortality is extr emely high which makes t he pr ogn osis
very grave.
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The Tongue in Medical Diagnosis
and Treatment
By FRANK RIGGALL, B.A., M.D., C.M.,
M.R.C.P. (Edin.), M.R.C.S. (Eng.), L.R.C.P. (Lond.)
Prairie Grove, Arkansas
"You see, but you do not observe, my dear Watson." (Sherlock Holmes)
F science is defined as organized common-sen e there is such a thing
as cientific medicine. If science be considered as a purely objective
affair in which every experimental factor is controlled there is no such
thing as scientific medicine. No medical man who has followed the
medical literature of the past ten or fifteen years can help being
impressed by the pronounced swing back to clinical methods which is
trying to di splace a lavi h reliance upon the laboratory.
The value of laboratory method is not disputed; they are, and
have been, of great as istance to the clinician. The fault has lain in
lack of correct perspective. Like St. Thomas, medical men have been
looking for sign which they might believe and have tended to depend
upon any procedure which resulted in a mathematical expression. When
one considers the fallacies inherent in all medical laboratory methods,
and the subjectivity involved on the part of the worker, it is not surprising that dependence upon mathematical expression and colour
reactions, valuable though they may be, has called forth protests against
relying too much upon "unripe bottle and tube tests".
This paper represents an attempt to demonstrate the mental workings of the clinician. By using the tongue as an isolated example, one
proposes to show what trains of thought should be started by the
examination of a single organ or tissue. Though a certain amount of
experience is essential for correct judgment it will be een that the
secrets of accurate clinical diagno i and adequate treatment lie in the
correlation of anatomical, physiolog~al, and pathological knowledge.
What is often termed "clinical intuition" is usually rapid correlation
after a swift sifting of the facts.
The late C. B. Lockwood, surgeon to St. Bartholomew's Hospital,
was an example of one po es ed of a logical mind. By ifting all the
facts he arrived at brilliant diagno es. He taught the importance of
anatomical thinking and said : "If it be a question of doubt in diagnosis, you may often observe that one man ·olved the doubt when
other could not, and the way in which the one man solved the doubt
is this: he applied to the case some method of examination which the
others had not applied". Almost always the method of examination
which ultimately solves the doubt is a clinical one, and it is brought
to the ca e by a man who logically correlates the ba e upon which
medicine re t .
Bearing the great triad of anatomy, phy ·iology, and pathology in
mind, what should one think of during an examination of the tongue ?
The problem may be discussed as follows:

I
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I. EMBRYOLOGY
This must be briefly dealt with because it fo r ms the connecting
link in a far-flung chain. The tongue is developed in two parts, the
buccal and the pharyngeal. The buccal part is de veloped from the
tuberculum impar and from t he mandibular arches. In consequence it
is supplied by the fifth and eventh cranial nerve ' . These are the
nerves of supply to tructure developed in this situation. The buccal
part of the tongue is concerned with the act of chewing, and it is significant that the buccal part is that portion of the tongue most frequently
affected by cancer.
Being developed from t he econd and third arches (the hyoid arc'1)
the pharyngeal part of the tongue i
upplied by t he ninth cranial
nerve. This part of t he t ongue is concerned mainly with the act of
swallowing which, perhap , expla ins why cancer of this portion is
much less frequent than that of the buccal part. Th::r e is less trauma
in swallowing than in masticating!
Isolated facts in embryology--or any other subject-are of little
use to the clinician; it is applied embryology which he finds most useful.
One recalls that the stomach is developed in the neck and passes later
to the abdomen. The intimate connection with the tongue is immediately apparent and throws much light upon what is to follow. It
forms the background of the time-honoured conception of an autonomic
nerve-connection between the tongue and stomach whose nature, if it
exists, is as yet unknown . Again, if developmental anatomy be recalled
it will be seen that there is an intimate connection between the thyroid
gland and the tongue. Without con ideration of many other such
instances it is obvious that there is sound r eason for using the tongue
in formulating certain diagno e , provided all the facts are considered
and correct perspective used.
•
II. CONDITIONS IN WHICH EXAMINATION OF THE TONGUE Is OF AID
A. Local.
Since most congenital condit ions of the tongue fall into the domain
of surgery they will not be considered in detail. Mention only will be
made that as in all other structures developed in two portions one of
the portions may be absent , undu;y large or small, or there may be all
degrees of faulty union between the two portion . Cancer has been
sufficiently considered for t he purpose of this paper; leukoplakia and
inflammations do not come within its scope.

B. R emote.
1. GASTRO-INTESTINAL .
Following Lockwood's ad vice to t hink anatomically one obviously
thinks of the gastro-inte tina! tract after looki ng at the tongue. Following thi s, one consider s the next orga n concerned in food utilization, the

liver.
The old clinical dictum that "A large flabby tongue means a large
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flabby stomach" cannot be disregarded. When confronted with this sign
in a patient with a histor y of dyspepsia, what does the clinician do?
He thinks of poor gastric tone; of deficient gastric secretion or excessive
duodenal r eflux; and he remembers that the liver may be abused by
having to deal with products of digestion which have been insufficiently
prepared. He glances at the sclerae to see if they are "muddy" because
he knows t he affinit y for bile-pigment which the conjunctivae, the roof
of the mouth, and the skin of the upper abdomen possess. He knows
that it is in t hese three areas that jaundice first declares itself and he
thinks that he may rightfully use the sclerae as a delicate clinical
indicator of hepa t ic malfunction or dysfu nction. Further, he feels for
a " stomach-splash" and tries by combined auscultation and percussion
to outline the gastric borders. He carefully notes the area of · chewing
su rface a vailable on the teeth and the presence or absence of oral sepsis.
Practical hints in therapy are at once apparent. Such a patient may
be fed small meals of low protein content until the gastric tone and
secretion impr ove. Though defects in chewing surface and oral sepsis
may need attention by the dentist, the diet should contain those substances which require t he chewing essential for the inauguration of
efficient functioning of t he gastric glands. Replacement therapy may
demand the exhibition of pepsin andj or hydrochloric acid. Bitters may
assist in stimulating the appetite.
The general practitioner often has to deal with so-called "nightterrors" in children. The pathology of t his condition is obscure but
undoubtedl y some cases are due to partial a sphyxiation caused by
enlarged a nd infected tonsils and adenoids. Diseased tonsils and
adenoids cause r elaxation of the naso-pharynx and the airways become
occluded when voluntary control is removed by sleep. Other cases seem
to be due t o dy.:;pepsia . A practical hint in management may be gained
f r om inspect ion of the tong ue. If the tongue is coated, rhubarb and
soda may be used a s a therapeutic feeler; if the tongu e is clean, with
or without obvious pathology of the naso-pharynx, salicylates may
be tried.
Befor e leaving th e subject of the coated tongue one may point out
that the expla nat ions usually gi ven for the phenomenon are inadequate.
One explanat ion has been t hat the coating is due to regurgitation of
food particles; another emphasizes the lack of efficient mastication with
consequent a ccumulation of dead epithelium and debris upon the tongue.
Both explanations fail to show why the coating does not appear upon
the pharynx, cheeks, and gums. Though a full explanation is not a vailable one is inclined to t hink that the connection lies in the embryological
relationships.
The opposite picture to the large flabby tongue is the small, r ed
t ongue which t he older clinicians thought indicated a small, red (irritated) st omach. In this connection the clinician thinks of excessive
acid production or deficient duodenal reflux. Increased gastric tone with
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rapid emptying and production of a "four-ounce pain" are thought of.
The possibilities of ulcer are remembered, especially those of bizarre
symptomatology. In the1·apy the clinician exhibits dietaries containing
large amounts of protein to utilize the acid, bearing in mind that t he
milk and egg diet of acute ulcer serves this very purpose. The intake
of sodium chloride is lessened so that one of the ources of supply of
acid is reduced. The stomach may be visualized a s being hypermotile.
Remedies such a s atropine are utilized to control excessive motility a nd
secretion. Earthy carbonates and bbmuth may be used to soothe an
irritated mucosa .
2. HAE M ATOLOGICAL.
Recent r esearch has shown the part played by the stomach in some
of the diseases of the blood. Reasoning backward from the stomach to
the tongue there is justification for using the latter organ a s an aid
to the clinical diagnosis of some of the anaemias. The story is still
told at Charing Cro s Hospital that patients suffering from pernicio us
anaemia were of particular interest to William Hunter who spent hour
at their bedsides observing the condition which later becam e known as
" the Hunterian tongue'. Though as obscure to us as it was to him
the connection of the tongu e with the stomach in some anaemias cannot be denied. Is the gastric deficiency in haemopoietin or neuropoietin
responsible ?
The condition of t he tongue in perniciou.::; anaemia differs fro m that
seen in hypochromic m icro~ytic anaemia. The small, firm, red, po · nted
and often glazed tongue of pernicious anaemia, with its minute area
of hyperaemia along the edge and tip, is in striking contrast to t he
larger, paler, softer organ in the iron deficiency anaemias. There may
be bitter complaint of painful tongue in the latter condition wit h nothing
seen to account for it; in other cases there are large, r eddened and
often denuded areas along the dorsum of the organ which obviously
account for the pain. The difference in appearance of the tongue in the
two conditions is as great as that in the remedies needed to cure them.
A clinician confronted by a patient with a history suggestive of anaemia
may gain a fair idea of its type from a m ere glance at the tongue.
3. NEUROLOGICAL.
Examination of the tongue is valuable in certain diseases of the
central nervous system. The fine tremor of Grave's disease differs from
the trombone movem nt of general paralysis of the insane and both
differ from the coarser tremor of the chronic alcoholic. In chorea the
tremulous handshake with its alternate contraction and relaxation of
the grip, and the peculiarly rapid withdra\val of the protruded tongue
are the last igns of inco-ordination to disappear. Providing t he
myocardi um is unaffected these two signs sen'e as indicators as to
when the chor eic child may safely re.mme a normal mode of life. Again,
the m ovem ents of the tongue in chorea differ greatly from the slow !l.nd
often j erky protrusion seen in paralysis agitans and Parkinsonism.
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One of the functions of the tongue is to aid in speech. The slurring
speech of the patient with general paralysis of the insane is as distinctive a s is the thick speech of the patient with progressive bulbar
palsy. Due to deficient blood supply to the bulbar centres many
advanced cases of hypertension show speech difficulties and tongue
tremors which simulate those seen in progressive bulbar palsy. This
clinical fact is not sufficiently known.
4.

METABOLIC.

All medical men are familiar with the large, dry, coated tongue
of the patient in uraemia. These features of the tongue, together with
the pouching of the lower orbital tissues; the blood-shot sclerae; and
the c;:haracteristic odor, are sufficient for a clinical diagnosis. So
important is the condition of the tongue in uraemia that three of the
world's leading genito-urinary surgeons have told the writer that, in
spite of favourable laboratory reports, they hesitate to operate upon
prostatic patients unless the tongue be clean.
In diabetes the tongue is of aid in differentiating between diabetic
coma and the coma of hyper-insulinism. The dry, coated, shrunken,
wrinkled tongue of the patient with diabetic coma is in striking contrast
with the cleaner, fuller, moister tongue seen in patients suffering from
the coma of hyper-insulini m. In a case of coma in a known diabetic
one inquires about the history of the onset, looks at the tongue, and
feels the tension of the eyeball. These clinical features are almost
always sufficient for a differential diagnosis to be made.
A close embryological connection between the tongue and the
thyroid accounts for the importance of examination of the former organ
in formulating a diagnosi of thyroid deficiency. If, on examining an
infant, one sees a larger amount of t~:mgue tissue than is normal, one
is immediately put on the track of cretinism. The tongue ign may be
present long before the sub-epithelial deposit has appeared elsewhere.
Thickening of the tongue in adults i an important sign of thyroid
deficiency and leads to examination of the skin for dryness and
thickening. Examination is made for increased naso-labial folds, supraclavicular pads of fat of recent origin, a nd for increased brawniness
of the posterior aspect of the upper arm. The hair and eyebrows are
inspected. Questions are put which determine the patient's sensitivity
to cold . E stimation of the pulse rate and blood pressure are of especial
value in completing the clinical picture.
SUMMARY

One has tried to show that the clinician may often, unaided by
the laboratory, make a complete diagnosis. This attitude of thought
places the laboratory in its proper perspective as a supplementary aid
to the clinician and enables the man work ing alone to have confidence
in himself. Using the tongue as an example it has been shown that
examination of an organ or ti sue is not complete until related anatomical structures and physiological systems are considered in toto.

Gastrocolic Fistula
By M. B. RYCKMAN, '35
St. Thomas, Ontario
ASTROCOLIC fistula is a very unusual condition. Perforation of
the stomach is often due to gastric ulcer and less commonly to
carcinoma. Still less frequent is a perforation of the stomach into the
colon. In such cases there is a continuous channel from the stomach
to the colon, a gastrocolic fistula.
The mechanism of perforation, whether the cause be acute or
chronic, consist s in the organization of the lymph with a production
of adhesions. Consequently the adjacent viscera may be bound to the
stomach wall. The area of infection is now walled off, and, as the
ulceration reaches the peritoneal coat of the stomach, the wall thickens
thereby preventing extension into the abdominal cavity. Perforation
into the adjacent viscera may then take place.
C ASE REPORT

R. J. G., a male, aged 43, had enjoyed good health until 1919 when
he began to complain of the typical symptoms of duodenal ulcer. He
was given a modified Sippy t r eatment and continued as an ambulatory
patient for several years. In July, 1932, he vomited blood for the first
time. This condition occurred with irregular frequency until January,
1933, when he had a gastro-enterotomy performed. His recovery was
uneventful. He resumed his active work in May, 1933, as a locomotive
fireman and continued until June 15th of the same year when he
complained of the following symptoms:
1. Sudden painless diarrhoea with from three to eight stools daily,
which contained undigested food.
2. Belching gas of a faecal odor.
3. Loss of weight and strength.
Medical treatment did not relieve his symptoms this time.
Investigation, 17 months later, by the X-ray and fluoroscope,
showed that a barium enema upon filling the descending colon immediately entered the stomach. A diagnosis of gastrocolic fistula was
made and surgical treatment was considered, but was refused by the
patient. At the end of 14 days the patient's symptoms suddenly subsided ; his diarrhoea cleared and he gained 12 pounds in weight during
the next 10 days. Further fluoroscopic examination showed the fistulous
tract to be closed. Since that t ime the patient's symptoms have entirely
cleared and he has resumed active work.
The accompanying X-ray films show the stomach to be almost completely filled with the barium following its injection into the large
bowel. The fistulous tract is seen running from the large bowel about

four inches from the splenic flexu re, obliquely upwards and to the right,
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into the stomach about one inch above the greater curvature on the
posterior wall in the mid-cardia region. A portion of this tract is
evidently a part of the gastro-enterotomy.
DISCUSSION

Several cases of gastrocolic fistula have been reported in the literature; the first of these was by Haller ' . This was followed by a group
of 33 cases by Murchison '. From that time until the present, cases
have been reported by Bee", Zweig', Koch' and others. Wilbur and
Eusterman" and Mason and Baker" have reported similar cases following gastro-enterotomy, while Starkey-Smith has reported a case of
apparently carcinomatous nature which closely similated enteric fever.

X-ray s howing stomach filled after a barium enema.

The diagnosis of gastrocolic fistula hould present very ~ittle difficulty. In those cases due to carcinoma, evidence of malignancy in the
stomach is manifest. There i an unusually foul breath and vomiting
of a faecal type is a feature. There is, in addition, a change from
persistent constipation to diarrhoea. The patient also presents a loss
of weight and shows extreme weakness.
Physical examination usually reveals a palpable mass in the abdomen about the region of the stomach. A fractional test meal shows a
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high total acidity with an a bsolute achylia gastrica under histamine
stimulation.
The stools are watery in nature and contain undigested food and
blood, which may be visible or occult.
In those cases due to perforation of an ulcer, gastric or jejunal,
following gastro-enterotomy, the symptoms are chiefly diarrhoea with
undigested food material, loss of weight, weakness, and a foul odour
to the breath.
Diagnosis in both cases is definitely established by means of X-ray
examinat ion as illustrated by the case reported.
The fistulous opening may vary considerably in size ; the orifice
may be large or small and valve-like. The direction and length may
vary although they are usually short.
An unusual and interesting complication of gastrocolic fistula is

nutritional night blindness, due to a deficiency of vitamin A, as recorded
by Wilbur and Eusterman 2 •
The treatment of gastrocolic fi stula depends upon the aetiology.
The fi stula which is due to car cinoma always appears late in the course
of the disease, a nd, being a lat e manifestation, is treated in a palliative
way because metastases are widespread. Friedenwald and Feldman '
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report three cases which died in the space of from one to four weeks
following the onset of symptoms.
Mason and Baker 3 , in reportin2" a case following gastro-enterotomy, outline the treatment a s follows: Preparation for the operation
includes stomach lavage, colonic irrigations, subcutaneous and intravenous administrations of saline and glucose solutions. An upper midline incision is made and on examining the stomach and colon the
gastro-enterotomy is found to be patent. However, by passing a finger
downward in the stomach side, one can feel not only an opening from
the stomach into the jejunum but also a large opening into the transverse colon. This common opening into the stomach, jejunum, and
transverse colon results presumably from the erosion of a jejunal ulcer.
The stomach is separated from the large and small bowel and the
opening in the stomach is closed. The jejunum is then separated from
the colon and the opening in it closed. To prevent peritonitis from
the contents of the large bowel, the colon is sutured to the anterior
abdominal wall, simulating a temporary colostomy. This colostomy
closes in four weeks and recovery is uneventful.
SUMMARY

1. A case of gastrocolic fistula which healed spontaneously is
reported.

2. The aetiology may be carcinoma of the stomach, gastric ulcer.
or jejunal ulcer.
3. In those cases due to carcinoma the treatment is palliative.
4. In those cases due to ulcer the treatment is operative.
The au t hor wi shes to t hank Dr. C. J . A. McKillop for t he clinical material
and Dr. R. A. MacPherson for the X-ray report in this case.
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Cancer
By D. M. LAWRASON, M.D., M.Sc.
Wo odstock, Ontario

articles have been written about cancer and in almost any
M ANY
medical journal one may read a discussion on some phase of
this subject. In this paper an endeavour has been made to review a
number of important facts about cancer, which should be of value and
interest to both student and practitioner.
HISTORY

The Latin term "cancer" (signifying "crab") was intended to
indicate a resemblance between the feet and claws of the river crab
(Astacus fluviatilis) and the radiating blood vessels in the skin overlying and stretched over a hard tumour mass.
The evolution can be conveniently divided into three epochs, as
follows:
I. Epoch of empiricism (from earliest times to 1761 A.D.)
A. Egyptian civiliation: No definite recognition of cancer as a
separate disease.
B. Classical civilization: First clinical descriptions and attempts
at local removal with cautery and knife.
C. Arabian civilization : Improved clinical descriptions of gastrointestinal cancer.
D. Western civilization (to 1761 A.D.): Progress blocked by
domination of humoural theories concerning tumours.
II. Epoch of description and classification ( 1761-1900).
A. Period of gross pathology (1761-1838): Proper classification
on the basis of pathology begun; improved clinical diagnosis
of the external forms of cancer, extending the application of
local surgical removal for these types.
B. Period of microscopical pathology (1761-1900): Classification
completed and diagnosis made certain; discovery of antiseptic
method of surgery and improved knowledge of regional
lymphatics, leading t o the development of methods of radical
block excision for both external and internal cancer.
)
III. Epoch of experimental study (1900A. Methods of transplanting and artificially producing tumour in
animals discovered.
B. Discovery of roentgen rays and radium, and their diagnostic
and therapeutic applications.
C. Provision by society for care of patients in special cancer
hospitals which are located in France and Sweden, particularly.
When the whole extent of the evolution of the knowledge of cancer
is outlined in this manner it is apparent that the contribution of
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ea'r lier civilizations was not great. The earliest record of neoplastic
disease is the reference to lipoma in the Ebers papyrus inscribed in
Egypt in 1550 B.C. From this document it is not clear, however, that
the Egyptians recognized cancer as a separate disease. The first recognizable clinical descriptions of the disease belong to classical times.
Hippocrates ( 460-375 B.C.) received from earli er days a considerable
body of descriptive facts regarding cancer of the skin, breasts, uterus,
and internal organs, and he first employed the terms karkinos or
karkinoma for progressive malignant tumours.
The Greeks and Romans believed that neoplasms were due to the
presence of a black bile. One of their great men (Paulus Aeginata)
stated that "cancers are formed of black bile overheated, and if it so
happens that they are partly acid, they are then attended with ulcerations." The Bible contains no definite mention of malignancy, though
attempts have been made to associate one of the plagues, (Exodus ix, 9)
"a boil breaking forth", as cancer, and J ob's carbuncles, "sore boils",
have beeu suggested as malignant ulcers. In Deuteronomy the phrase,
"with the botch" (Deut. xxvii, 27) is mentioned, while the sores of
Lazarus ha ve also been declared by some men to be ulcerating neoplasms. These opinions are not held by the better scholars.
Celsus (30 B.C.-38 A.D.) distinguished several gross varieties of
cancer , and he excised cancer of the breast, advising against removal
of the pectoralis major.
Galen (131-203 A.D .), the founder of experimental physiology and
pathology, failed to make any significant advance in the conception of
cancer, but the presentation of the humoural doctrine of atra bilis in his
writings formed a scripture which dominated medical thought for more
than a thou sand years. Swellings were secundum naturam (gravid
uterus), supra naturam (callous formations), or praeter naturam (true
tumours) . The pneuma, composed of solid parts and four flui ds, blood,
mucus, yellow and black bile, ruled the processes of the body. Cancer
developed from the concentration of black bile.
The imitatiYe and lethargic spirit which dominated Arabian medicine, and the restrictions on pathologic investigation which Mohammedanism imposed, prevented the Arabs from making any considerable
contribution to the knowledge of the disease. A venzoar's excellent
clinical description of oesophageal and gastric carcinoma are alone
worth mentioning.
Western civilization, then, remains by far the largest contributor.
The advance did not begin until comparatively late, however. The
Middle Ages was a barren period. The 13th to 15th centuries were
dark ages for medicine and especially for surgery. The monks jealously
dominated medical speculation and they concerned themselves mainly
with the translations of the classics. Mandeville (1260-1320) and
Chaulliac (1300-1368) wrote text books on surger y, excised cancer with
the knife and developed to a high degree extirpation by caustic arsenic.
Yet the medicine of the monks must be rated as unfruitful, and as
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incompar able with the progress shortly t hereafter in the Renaissance.
The Renaissance ( 1500-1700) , bringing the discovery of the printing press and circulation of t he blood (Harvey 1628), greatly facilitated
the spread of knowledge, and a ided t he more accurate diagnosis of t he
treatment of cancer, but threw little light on the aetiology. Vesalius
(1514-1564 ) began the attack on many of t he concepts of Galen, identifying deep-seat ed with ulcerat ing cancer. Fabricus (1537-1619) ,
separated many inflammatory swellings from cancer, warned rigidly
against incomplete removal, ext irpated the uterus, and experimented
with internal remedies.
Morgagni (1682-1772) fi rst introduced pathology as a science. The
study of the gross pathology of tumours which his work introduced
was carried on largely in Fra nce by Le Dran, Bayle, and Laennec, and
in England by John Hunter , Wardrop, Hodgkin, and Cooper. During
this period of approximately 70 years (1761-1838) the progress made
in the descriptions and classifi cations of cancer far outweighed all that
had been gained since the beginning of history. A few outstanding
s urgeons such as Le Dran, P ott, and Cooper became good clinical diagnosticians of the external for ms of cancer, as in the skin, breast, and
testis, and warmly advocated local surgical excision. Their ideas as
regards treatment were not generally adopted, however. This period
also saw the beginning of special hospitals for cancer.
A notable event in the history of cancer research was the essay
of Peyrilhe ( 1735-1804) submitted to the Academy of Lyons in answer
to the question, "Qu'est ce que le cancer?" This was the first systematic
investigation of the whole subject and dealt with the cancer toxin,
the nature of the disease, the manner of the g rowth, and the treatment.
In Germany the 17th century was occupied by the exploitation of
many personal views of . t he origin of cancer and other diseases.
Chemical conceptions held sway, and cancer was attributed usually to
excess of acid to be treated by alkali. Stahl ( 1660-1734) supposed that
stasis and thickening of the blood were the essential factors. Hoffman
(1660-1742) held that life a nd health depended on the normal movements of the t issues : cancer a nd other diseases resulting from atony,
stasis, and abnormal fermentation of blood and lymph. He constructed
his anodyne as a panacea t o restore tissue t one.
In England, J ohn Hunter's conception of t he lymph theory represented a distinct advance toward the cellular pathology. He held that
t umours grew from the coagulable lymph constantly thrown out of the
blood, that tumour tissue like normal tissue was nourished by the
organism and developed accor ding to t he same biological laws. In 1802
The Society for Investigation of the Nat ure and Cause of Cancer was
formed in London, and formulated the problems of the disease as
they stand today.
_
In France, Bichat's studies of t issue st r ucture opened a new era
with the appearance of his Anat omie Generale in 1801. He first distinguished the stroma from t he parenchyma of tumours, deriving the
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former from the originating tissue, and the latter by proliferation from
the stroma. Without reliance upon the micro cope he regarded the
stroma as cellular and conceived of its growth by proliferation.
With the construction of the achromatic microscope in Paris in
1824, a new era opened in cancer research. Johannes Muller's Ueber
den feinern Bau und die Formen der krankhaften Geschwulste inaugurated the study of microscopic pathology which wa carried on largely
in Germany under the favourable auspices of the German university
system, which wa a s advantageous to medicine a to other field of
learning. Microscopic pathology required but 60-odd year ( 1838-1900)
to reach the ultimate stage of development which the micro cope in its
present form permit . Bor t' , Die Lehre von den Geschwul ten, for
practical purpo e , marks this point. Little of importance has been
added to the microscopic pathology of tumours since his work. These
microscopic studies completed the descriptions and classification of
tumours. More than that, they made available a sure and safe method
of diagnosis in sites where a biopsy could be secured.
Fortunately, by the time that these young German urgeons, who
were trained in microscopic diagno i , began to practice ( 1870-1880),
Lister had made surger y relati vely safe, and men like Bilroth (18291894) and Volkmann (1800-1877) who grasped the possibilities of a
radical attack of cancer, were quick to utilize the new technique to
carry out r esections which had hitherto been impossible. An improved
knowledge of the anatomy of regional lymphatics made it possible to
plan radical block dissections intended to remove not only the primary
tumour but all the adjacent tissues which might contain metastases.
Internal cancer now became curable in at least a mall percentage of
cases, and external cancer in a considerable proportion. The new
cancer surgery was much handicapped, however, by the medical and
lay prejudice that the disease was incurable. It was not until the
beginning of the present century that the radical surgical attack on
cancer was adopted by the medical profe ion generally.
The 20th century inaugurated a new epoch of momentous importance in study of cancer, namely the experimental period. When Hanau
transplanted cancer in rats and Fibiger produced the di ea se experimentally in these animal , a field of tudy was opened, the potentialitie
of which are not yet fully apparent. If animal experimentation has
failed as yet to r eveal the ultimate cause of cancer in general, it is
nevertheless true that much ha been learned concerning the factors
of heredity, immunity, manner of growth, and method s of producing
cancer artificially. It should be remembered that the experimental
attack of the problem i now about 30 years old. Its scope is being
con tantly widened by the discovery of new methods of biological
investigation , and it is not too mu ch to hope that before its potentialities have been exhausted it may yield vital evidence in the battle
against the disease.
l To BE CONTINUED]
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JoHN McRAE (1872-1918)
OHN McCRAE was born in Guelph, Ontario. Following his primary
education at the public and high chools of that city be entered
the University of Toronto, graduating in science and medicine in 1898.
Later he was appointed to the faculty of medicine at McGill University
and Royal Victoria Hospital, Montreal. He served in France during
the Great War, obtaining the rank of Lieutenant-Colonel, and had just
been appointed consulting physician to the British armies in France
when he died of influenza} pneumonia. Sir Andrew Macphail selected
twenty-nine of McCrae's poems and published them in 1918 under the
· title, "In Flanders Fields and Other Poems."
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The life of John McCrae take us back t o Scotland. David McCrae,
John's father, married Janet Simpson Eckford in 1870 and on November 3oth, 1872, John was born. There i in the family a tradition of
a single name for the males. The elder son, Thomas, became a professor
of medicine and co-author of that profound work with his chief and
relative by marriage, Sir William Osler.
John McCrae's father felt bound to give the boy a chance. He
received the beginning of his education at home and subsequently
attended the country chool. In due time John was ready for university.
At this time there was in Canada a man by the name of Sir William
Dawson, principal of McGill University, who believed that the university had something to do wit h the formation of character, and that in
the formation of character, religion played a part. David McCrae had
in his possession a book written by Sir William Dawson concerning
the duties of a university. David McCrae's boys were already attending
the University of Toronto and he felt disappointed that they were not
at McGill under Dawson's influence. He wrote to John expressing his
view, and in reply on December 20, 1890, John said: "You say that
after reading Dawson's book you almost regretted that we had not
gone to McGill. That, I consider, would have been rather a calamity,
about as much so as going to Queen's."
John entered the University of Toronto in 1888 with a "general
proficiency" scholarship. He regi tered in the faculty of arts, took the
honour cour e in natural science, and graduated in biology in 1894.
Following graduation in cience he enter ed medicine under the influence
and encouragement of four men who are looked upon today as the
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pillars of strength of the university at that time, namely: Professors
Ramsay Wright, I. H. Cameron, and the late A. B. Macallum and
Alexander McPhedran. In 1898 he graduated in medicine with the gold
medal and a scholarship in physiology and pathology.
Following graduation he entered the Toronto General Hospital as
resident house surgeon. The following year he became resident house
surgeon at Johns Hopkins. He then went to McGill University as fellow
in pathology and pathologist to the Montreal General Hospital. Later
he became assistant physician to the Royal Victoria Ho pita! and lecturer at McGill University. He became a member of the Royal College
of Physicians, London.
In July, 1914, John McCrae wa at work upon the second edition
of the Textbook of Pathology, by Adami and McCrae. He took the
proofs to Atlantic City where he could sit on the sand and get some
sunshine and oxygen while he was working. This was a laborious task
going over from eighty to one hundred pages a day of highly technical
material. The index for this volume consisted of nearly seven thousand
items. For this edition each item required changing and others were
added. On July 15th this work was finished and the proofs registered
and mailed to the publishers. The next day he wrote the preface, which
really finished the task. In truth his scientific work was done.
It was now midsummer and the weather was very hot when John
McCrae returned to Montreal. Practice was dull, so he decided to take
a trip to Europe with Professor Adami. He left Canada on July 29th,
amid an atmosphere of world disturbance, particularly settled in central
Eur ope. Under the dates of August 5th and 6th in his diary we find
the first reference to war. He states: " All is excitement; the ship
runs without lights. Surely the German kaiser has his head in noose
at last; it will be a terrible war, and the finish of one or the other.
I am afraid my holiday trip is knocked galley west; but we shall see."

He arri ved safely at Portland and the problem whether he should
sign up in England or should return to Canada to enlist immediately
presented itself. He attempted to enlist in England but under the circumstances this wa not an easy matter. Finally, he received word from
Ottawa requesting him to return for service with the Canadian forces.
He sailed for Canada on August 28th, having received a cablegram
from Colonel Morrison stating that he had been provisionally appointed
surgeon to the First Brigade Artillery, which unit he joined in Montreal.
On leaving Montreal for camp at Valcartier, he wrote to his sister as
follow s : "Out on the awfu l old trail again, and with very mixed feelings, but some determination. I am off to Valcartier tonight. I was
really afraid to go home fo r I feared it would only be harrowing for
Mater, and I think she agrees. We can hope for happier times. Everyone most kind and helpful. My going does not seem to surprise anyone.
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I know you will understand it is hard to go home, and perhaps easier
for us all that I do not. I am in good hope of coming back soon and
safely : that, I am glad to say, is in other and better hands than ou rs."
In the aut umn of 1914, after John McCrae had gone oversea s, Sir
Andrew Macphail was in a warehouse in Montreal wher e he saw John
McCrae's boxes in storage. The toreman remarked, "This Dr. McCrae
cannot be doing much busine s, he is always going to t he wars." This
r emark was profoundly significant of the state of mind upon the subject
of war prevailing in Canada at that time. War to this man meant a
holiday from work and he had a vague remembrance that fifteen year s
before this same J ohn McCrae had placed his boxes in the same storer oom while he played his part in the South African War.
Throughout his life we find McCrae passionately fon d of children
and dogs. His last horse, Bonfire, was an Irish Hunter. It was wounded
twice and was given an honourable retirement at a secret place the
location of which was never disclosed . A favor ite picture of John
McCrae is one taken in Flander with his dog Bonneau.
The inner history of war is written from the recorded impression
of men who have endured it. John McCrae r ecorded his impressions in
letter s to his Mother which were cast in the fo rm of a diary. A typical
entry is as follows :
Friday, April 23rd, 1915.
"As we mo\·ed up last evening there was heavy firing about 4.30.
On our left we could see shells bursting over Ypres. As we sat on
the r oad we began to see the French stragglers-men without arms,
wounded m en, teams, wagons, civilians, refugees-some by roads, some
across country, all talking and shouting-the very picture of debacle.
On one's feeli ngs all this night-of asphyxiated French soldiers-of the
women and children-of the cheery, steady British reinforcements that
moved quietly pa t us, going up, not back- I could write, but you can
·magine. We got into action at once under heavy fire . My work began
immediately. During shell bursts I took refuge behin d a <-loping
ridge."
Under such circumstance a just described John McCrae found
time to write a very complet e tory with vivid descriptions of the war
to hi mother. Periodically, we find ver es appearing which are
typically characteristic of John McCrae. A beautiful example of one
of these verses is "Eventide".
EVENTIDE
The day is past and t he toilers cease;
The land grows dim 'mid the shadow grey,

And hearts are glad, for the dark brings peace
At the clo e of day.
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Each weary toiler, with lingering pace,
As he homeward turns, with t he long day done,
Looks out to the west, wit h t he light on his face
Of the setting sun.
Yet orne see not ( with t heir sin-dimmed eyes)
The promi e of r est in the fad ing light;
But the clouds loom dark in the angry skies
At the fall of night.
And some see only a golden ky
Wher e the elm t heir welcoming arms str etch wide
To the calling r ooks, a s t hey homeward fly
At t he eventide.
It speaks of peace that comes after strife,
Of the r est He end to t he hearts He tried,
Of the calm that fo llows the stormiest lifeGod's eventide.
His last letter from the f r ont is dated June 1st, 1915. Upon that
day he was posted to No. 3 General Hospital, at Boulogne, and placed
in charge of medicine with t he rank of Lieutenant-Colonel. Here he
remained until the day of his dea t h, January 28th, 1918. The war had
made a profound influence on John McCrae. H e appeared older, his
expression had lost its chee r, hi act ion was low and heavy.
On Wednesday, January 23rd, Colonel McCrae seemed a usual
during his morning dut ies at t he hospital. In t he afternoon Colonel
Elder foun d him a sleep in hi s chai r in t he mes room. "I have a slight
headache," he said a s he went t o his quarters. In t he evening he was
not so well, but had no r ise in tem pe rature, no increa e in pulse or
respirato r y rate. At this moment t he order a rrived f or him to proceed
forthwith a s consult ing physician to t he fir t army. Colonel Elder
writes, "I read the or der to him ; he was much plea ed." The next
morning he was sleeping so undl y an d later in the day said he was
f eeling much better ; he had no feYer, no cough, no pain. In t he afternoon he sent for Colonel Elder and told him he had pneumonia. On
examination t her e wer e no sig n of pneumonia in the chest, but the
micro cope confirmed J ohn McCrae' diagnosis. Sir Bertrand Dawson
was sent f or . He came that evening from Wimereux, but he could
di scover no physica l igns. I n t he night t he temperature continued to
ri se and he com pla ined of headache. H e was restless until morning,
when he f ell into a calm , unt r oubled sleep.
The next morni ng, Friday, he was mo\·ed by ambulance t o No. 14
General Hospital at Wimer eux. In t he evening news came that he was
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better. The next morning his condition was reported as good with a
lowered temperature and a normal pulse rate. In the afternoon the
report was not so good. There were signs of cerebral irritation with
a rapid, irregular pulse, and hi mind was somewhat clouded. Early
Sunday morning the temperature dropped and the heart grew weak.
He was intensely drowsy. All knew the end was near.
His friends had gathered from far and near, among them the
choicest of the profession. He never gained consciousness and he died
at 1.30 Monday morning. The cause of death was double pneumonia
with massive cerebral infect ion. The funeral was held Tuesday afternoon, January 29th, with burial made with full military pomp. From
the Canadian Corps came Lieutenant-General Sir Arthur Currie, MajorGeneral E. W. S. Morrison and Brigadier-General W. 0. H. Dodds. Sir
A. T. Sloggett, the director-general of medical services, and his staff
were present, together with commanding officers at the base. There
was also a deputation present from the Harvard unit headed by Harvey
Cushing. Bonfire led the proce ion with two grooms and decked in
the regulation white ribbon. One hundred nursing sisters in caps and
veils stood in line.
Dr. A. D. Blackader spoke of John McCrae as follows: "As a
teacher, trusted, beloved; as a colleague, sincere and cordial; as a physician, faithful, cheerful and kind. An unkind word he never uttered."
To his own students John McCrae once quoted the legend from a picture,
to him "The most suggestive picture in the world." "What I spent I
had: what I saved I lost: what I gave I have,"-and he added: "It will
be in your power every day to tore up for yourselves treasures that
will come back to you in the consciousness of duty well done, of kind
acts performed, things that having given away freely you yet possess.
It has often seemed to me that when in the Judgment those surprised
faces look up and say, Lord, when saw we Thee an hungered and fed
Thee; or thirsty and gave Thee drink; a stranger, and took Thee in;
naked and clothed Thee; and there meets them that warrant-royal of
all charity. Inasmuch a ye did it unto one of the least of these, ye
have done it unto Me. There will be amongst those awed ones many
a practioner of medicine."
[To BE CONCLUDED ]
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Torsion of the Pregnant
Fibromyomatous Uterus
By HAROLD 0. SMITH, '36
or fibroid tumours are the commone t type of
F IBROMYOMATA
neoplasm found in the uterus. Of all women between puberty and
the menopause one in fi ve has uterine fibroids. In the black races the
ratio is said to be a s high as one in two' . Since these tumours appear
during the period of r eproductive activity, one would expect to find
them associated with gestation. However, fibroids are thought to cause
sterility. In a series of 1,149 cases in married women Kelly found that
over half had never been pregnant2 • If pregnancy does occur, uterine
fibroid s constitute a serious complication, as they may cause abortion
or premature labour, or, if pregnancy continues without interruption,
incarceration of the tumour in the pelvis may obstruct labour 3 •
A very rare condition a ssociated with the fibroid uterus is wholesale torsion of the organ. This condition must not be confused with
tqrsion of subserou s or interstitial growths. It involves a torsion of
the entire uterus, the focus being at the vagina or cervix. Mciver and
Buxton• in a recent article report the latest case and include an intensive
survey of the literature, in which they find that only 139 cases have
ever been recorded. This number includes cases occurring in pregnant
and non-pregnant uteri.
CASE REPORT

The patient, a white nulliparous married female, of 42 years, was
first seen fi ve years ago. At that time a pedunculated fibromyoma of
t he left side of the uteru s was discovered and removed. Two years
later the patient reported urinary frequency, which wa found to be
caused by another tu mour on the anterior wall of the uterus. Operation was ad vised but the patient side-stepped the issue. No appreciable
enlargement t ook place during the subsequent period of 18 months.
She next presented herself in the sp ring of 1934 with a history
of rapid enlargement of the abdomen and pressure symptom s on the
bladder and rectum. Examination revealed a fibroid uterus about the
size of a fi ve months pregnancy. Menstruation had always been regular
but amenorrhea had persisted for the last two months. Pregnancy was
suspected. The Ascheim-Zondek t est was done and found positive on
two occasion ·. It wa s early r ecognized that on account of the site of
the tumour pontaneou labour wou ld have been impossible and therefore a Caesarean delivery was contem plated prior to the commencement
of labour. Later, a uterine souffle was heard but the foetal heart sounds
were not demonstrable.
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When the pregnancy had advanced to about the fifth month the
patient was seized with an intense pain in the left lower quadrant,
which was so severe that morphine was required. The temperature
rose to 101 o F . ; the pulse t o 110. The uterine souffle could not be
heard at this time. The pai n subsided for brief intervals. Vaginal
examination revealed a great many pulsating vessels covering a st onyh a rd mass . . Internal ballotcment could be f elt. Three days later the
patient was admitted to Alexandra Hospital, Inger soll.
Artificial abortion wa s con sidered a s per haps the correct method
of attack to t he condition , b ~1t wa s ruled out because of the danger of
profu se haemorrhage from such a fibroid uterus. Operative interfer ence
was deemed advisable on account of the persist ent excessive pain an d
the elevation of the pul ~ e and temperature. Therefore hysterectomy
via the abdominal route was undertaken.
The operation was per f ormed the tent h day after the appearance
of the symptom s. A mid-line incision disclosed a huge distorted, gravid
uterus with very much conge ~ tion. The or gan had undergone a r otation
of 180° to the right. The lef t br oad ligament with its a ssociat ed tube
and ovary were quite da rk in colour an d considerably ecchymosed.
Considerable stasis of the st ruct ur e wa s in evide~ce, the circulat ion
being almost completely blocked.
A supra-vaginal excision of the organ wa s made without tupture
of the amniotic sac. The left ovary, tube and broad ligament w er e
also removed. Following operation a transfusion of 500 c.c. of blood
wa s administ ered. Con valescence w a s uneventful.
PATHOLOGICAL REPORT

After fixation the specim en consist s of a large tumour weig hing
1.8 kilogram and m easuring 26.5 x 22 x 15 ems. in its greatest
diameters. On longitudinal ection a large rather symmetrical intra mural fundal tumour is seen. Its vertical and tran sverse diameter s
~ :-e 14 and 11 ems. res pecti vely. The cut s urface of t h e t umour has
the appearance of raw meat and appears to be st a ined w it h blood
p igment, a cha r acteri stic f eature of r ed degenerat ion . The entire ci rcumference is bounded by a layer of m yom et rium.
In the lower on e-t hird of t he or gan the ut erin e ca vity is seen
containing a foetu s enclosed in t he a m niotic sac which a ppears t o be
a normal male m ea suring 30 ems. f r om ver tex to heels. On t he ba sis
of this measure its age would be about six months.
On microscopic examination the section shows a characteristic
fibroid appearance with interlacing bundles of fibrou s and muscular
tissue containing numerous la rge blood vessels.
AETIOLOGY

Age:
The condition is fo und u ually in women over 40 years of age
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which fits in with the prevalence of large fibroids among this age group.
Courty" says that they are found chiefly in old women who have never
borne children.
A careful inve tigation into torsion as it affects the pregnant and
non-pregnant uterus seems to indicate that rotation is produced by one
or more of several factors, acting on an organ in a state of predisposition.

Predisposing Factors:
1. Stretching of the lower uterine segment and associated
ligaments. The uterus rises into the abdomen with the expansion of a tumour
of this type. As the tumour increases in bulk the broad and round
ligaments become stretched ; the lower uterine segment is thinned out
and elongated so that a pedicle is formed . Thus the stage is set for
the production of torsion. Pregnancy predisposes to this stretching by
virtue of the further expansion of the organ and the softening of the
tissues that accompanies gestation.
2. Asymmetry of the uterus.In almost all cases of torsion there is a gross asymmetry of the
organ which may be due to congenital deformity, tumour or some
other acquired deformity. It is r eadily seen that a large tumouF fixed
to the lateral aspect of the uterus will tend to turn the organ to the
affected side and will constitute a latent tendency to acti vate a rotation.

Activating Factors:
1. Sudden muscular movements.Bodily movements in which there is the element of rotation are
very frequently considered the activating factor in producing the twist.
It is thought that the rotating motion of the bearer's trunk imparts a
spin to the uterus and causes it to become twisted in the same direction
as the body is turned. Normally this tendency is resisted by the ligamentary attachments of the uterus and by their anatomical relationship
to each other; but when these r e training influences are rendered
inefficient by di sease, tor sion is produced. This idea is substantiated
by cases in which the patient was rolling over in bed at the time of
the accident. One case has been r ecorded where the woman was seized
with the attack while swinging a scythe in the field .
2. Abdominal muscles. Irregular contraction of the abdominal muscles may have a bearing
on production of the torsion. During many domestic tasks s uch as the
scrubbing and washing of clothes, the two halves of the abdominal wall
are acting unequally; they exert a changing and unequal pressure on
t he underlying abdominal contents and this one-sided action may be
sufficient to produce torsion. Faner and Kaldor" state that a sudden
one-sided contraction of the abdominal wall in a relaxed and pendulous abdomen initiates the twist.
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3. Rectum and bladder.The changing fulness of the bladder and rectum should influence
the size and mobility of tho"e organs with which they are in contact.
The relationships of the rectLm to the left side of the uterus is of such
a nature that an increasing f ulness of the bowel must exert a lateral
pressure which would favour rotation. The act of urination may remove
the splint-like action of the bladder from the cervical pedicle so that
the uterus has more room in the abdomen and is prepared for movements of rotation.
PATHOLOGY

Usually the torsion occurs in the region of the isthmus. This
structure is stretched as the fundal tumour increases in size; only
rarely is the whole organ involved in the twist. The direction of the
torsion is generally from the left to right in a clockwise manner; a few
cases are on record in which the torsion was counter-clockwise. The
extent of rotation is variable ranging from 90 ° to 450°.
The tumour found is usually large, commonly weighing over five
pounds. The size is often referred to as the size of an infant's head.
Tumours as large as 30 pounds have been reported. The fibroids may
be intramural or pedunculated, single or multiple. Their site is usually
fundal. Degenerative changes in the tumour may take place before the
twist occurs.
The changes that take place in the uterus consequent on torsion
depend primarily upon the extent of circulatory occlusion. Because of
the rather loose relationship of the uterine arteries to the isthmus and
because of the collateral circulation from the ovarian arteries the circulation is almost never entirely occluded; therefore, it is not surprising
that extensive necrosis seldom occurs although oedema, infiltration and
congestion are always seen, due to impairment of venous return. Subperitoneal ecchymosis may give a purple mulberry colour to the tumour.
Serosanguinous fluid . is sometimes seen in the peritoneal cavity.
SYMPTOMS

As in all cases of torsion elsewhere in the body, the symptoms are
due to injury of the structures in the pedicle, to secondary changes in
the affected area and to involvement of the adnexa. Lawson Tait' says
that "vascular changes and not the number of twists determine tne
clinical picture." The severity of the symptoms depends entirely on
the rapidity and the degree of strangulation of the blood supply.
The cervical pedule is highly vascular ; its blood vessels are tortuous, resistant and adapted to withstand pressure. The cervix, cervical
ganglia and nerves, bladder and rectum are the particular structures
liable to shock when mechanical trauma consequent on twisting takes

place. The symptoms therefore are variable in character and intensity
and the clinical course is influenced by many factors such as twist, size,
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number and situation of tumours and duration of the pregnancy.
According t o t he sym ptoms the cases may be classed a s follows 8 :
1. Acute-Sym pt oms are similar t o strangulation of ovarian cysts
or pedunculated fi b roid but generally more severe.
2. Subacut e-Recurrent abdominal crises, the symptoms being
due to torsion and intermissions of de-torsion. Pathological proof is
furnished by Fromme!" and other s who have demonstrated old and new
haemorrhages in specimens removed in cases of this kind.
3. Chronic-Moderate degrees of torsion present for long time
in fibroid uteri with no definite effects outside of pain.
DIAGNOSIS

Although torsion in ovarian cyst s and fibroids during pregnancy
does not present much difficulty in diagnosis so far a s is known, the
diagnosis of the pregnant uterus has not yet been made before operation. These cases are usually diagnosed as ectopic gestation, torsion of
pedunculated tumour, obstructed labour or retr oflexion of the gravid
uterus.
TREATMENT

It i sa fe in st ating that in all acute, subacute and almost all
chronic cases laparatomy is indicated. The type of operation performed
is dependent upon the pathology found. Supravaginal hysterectomy is
usually indicated although in a few cases the more conservative procedure of myonectomy may be the operation of choice.
SUMMARY

1. A case r eport of torsion of the fibromyomatou s uterus com-

plicated by pregnancy is given.
2. Aet iology is discussed on the basis of age, predisposing and
activating f actor s.
3. The pathology of t hese cases differs from torsion of other
viscera in t hat no widespread necrosis occurs.
4. The symptoms observed in these cases are classified as acute,
sub-acute, a11d chronic.
5. Diagnosis is never made until laparotomy is done and the treatment must always be operative.
The writer wis hes to tha nk Dr. J. M. Roge r s, Inger soll, f or his kind permission
t o r epor t t his case, Dr. J . Sch ram for his helpful ad vice and Dr. C. C. Ross and
Dr. L. C. F ischer for their ready assistance in t he preparation of t he specimen.
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HEALTH
eomes to t h ose
who seek st!
The first step toward heal th and
beauty is careful, sensible eating
and drinking and choosing of
correct foods .
Vi-Tone provides
all - r ound
nourishment . . . it gives immediate energy and builds a
reserve of vitality to g uard
against t he common ills.
Vi-Tone is a Soya Bean food,
combined wit h malt and milk,
t hen sweetened with chocolate.

Vi-Tone Company
HAMILTON, ONTARIO

Pablum-Mead's Pre-Cooked Cereal
Mead Johnson & Co. are now marketing Mead's Cereal in dried precooked form , ready t o serve, under the name of Pablum. This product
combines all of t he outstanding mineral and vitamin advantages of
Mead's Cereal wit h great ease of preparation.
All the mot her has to do to prepare Pablum is to measure t he
prescribed amount directly int o t he baby's cereal bowl and add previously
boiled milk, wa ter, or milk-and-water, stirring with a fork. It may be
served hot or cold and for older children and adults cream, salt and
sugar may be added as desired.
Mothers will co-operate with physicians better in the feeding of
their babies because Pablum is so easy to prepare. It gives them t he
extra hour's rest in the morning and saves bending t h eir backs over a
hot kitchen stove in Summer. Please send for samples to Mead J oh nson
& Company, E vansville, Indiana.

.-

~bstracts
HOMO SAPIENS DELA W ARENSIS
WOODS, W. H .
Can. J ount. of M ed. & Sm·g ., 76 ; 137,
1934

Dt·. W. H. Woods , Mount Bridges,
Ontario, announces the discovery of a
prehis tori c human sk ull, the only one
ever found in Canada and thought to be
prehistoric. Workmen fo und it at the
base of a twel ve-foot gravel pit at Delaware, Ontario. This gravel pit form s
part of the middle one of three terraces
the Thames River has at this point. Dr.
T. W. Clarke, Professor of Palaeontology,
McGill Univers ity, says of this gravel
terrace: "It accumulated quite rapidly
over a period of not more than 50 - 100
years some 15 to 20 thousand years ago."
Dr. H . Alan Skinner, Associate Professor of Anatomy at the University of
Western Ontario, made the accompanying photographs and measured the skull.
He reports the skull to be of the modern
type, of a male Indian of powerful
ph ysique and about sixty yeat·s of age.
Besides showing evidence of a dislocation of t he jaw, a mastoiditis from which
the patient reco vered, the skull was distor ted in shape from the pressure of the
gravel, was scored by the stones, and
had a perfect set of t eeth save one which
had been broken off.
A bird stone was found, two or three
hu ndred yards from the gravel pit, several feet below the river bottom , while
n n excavation was being made for a
bridge abutment, in the middle of the
riYe1·. P robably this artifact would be
contemporaneous with the Delaware man
a nd would show that the t hen inhabitants
were possessed of a very considerable
skill .
The r emains of three mastodons have
been found within a radius of ten miles
from Delaware, each several miles from
the othe1·. The human skull and one of
these mastodon skeletons, nearly complete, have been presented to the University of Western Onta rio, London.

The Americas were colonized from
Asia via a land bridge where now is
Behring stra its over which man a nd
animals were f ree to come and go. All
the varyi ng types of man in Amer ica
until the ti me of Columbus were variations of t h is primitive strain caused by
the environmen t in the different pla ces
they settled. All Americans un til 1492
had a common ancestry as have a ll
E uropeans.
- AUTHOR'S ABSTRACT.

THE TR EAT MENT OF ASTHM A
B RAY,

G.

w.

Brit. M ed. J ., 1935; 1 ; 119 (Jan. 19)

Asthma is that type of dyspnoea,
caused by the spasmodic constriction of
the bronchial muscle, paroxysmal in
nature, expirator y in character a nd
accompan ied by other allergic conditions
in the individ ua l or in his fam ily. It is
excited by a h ypersensitiveness to some
foreign protein. Cardiac and renal
dyspnoea a re ruled out by the lack of
inspiratory difficulty. The treatment of
asthma is discussed under (1) the i mmediate attack and (2) the prevention of
further attacks .
For the immediate attack early nse of
adrenaline hydrochloride in small doses
(1 mi n.), repeated at gradually increa sing intervals until the patient has been
free for 24 hours is most satisfactor y.
Thi s has the advantage over larger doses
in that the effect is prolonged and t he
bronchospasm relieved just as quickl y.
Morp hine sulphate ( lh gr.), atrophine
s ulphate n~uu gr.), and adrenaline to 10
min. in 1 min. doses q. 5 min. is very
efficacious in relieving the attack. Care
must be taken that the morphia does
not remove the cough reflex to such an
ex tent that the patient drowns in his own
secretions.
Between the spasms ephedrine a nd
morphine are used. Later the pa t ien t
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is given stimulants and fluids are forced.
Sprays and inhalants are in disfavour
because the relief is only temporary anti
the bronchial mucousa is irritate:!.
If the sensitivity is specific, steps
should be taken to desensitise the patient
by specific or non-specific means. Food
seldom plays an important part unless the
asthma onset was during the firs t decade
and was accompanied by skin lesions.
Usually it is an inhaled substance, as
feathers, dust, hair or pollens. Bacterial
allergy is not important. If the cause
cannot be removed the author suggests
desensitising by usmg concentrated solutions of the four inhalants, pre ·.renting
any general reaction by the simultaneous
.injection of 3 to 4 min. of adrenaline.
This is successful, rapid, and better than
previous non-specific protein therapy.
If food is the cause, the diet should
be corrected. Twenty minims of hydrochloric acid helps those with achlorhydria.
The medicines commonly used are antispasmodics at bedtime every night for
three months after the last attack. Those
recommended are tincture of stramonium
or syrup of codeine phosphate. Psychic
factors are the results of conditioned
reflexes in the asthmatic. Try to show
him that he can stand exposure to the
exciting elements after desensitisation .
Extremes of climate are to be avoided.
-D. RALPH WEYLIE, '36.

LENGTHENING OF FEMUR WITH
SIMULTANEOUS CORRECTION
OF COXA VARA
HASS, S. L.
J. Bone and Joint S urg. , 15; 219, 1933
In the ordinary type of coxa vara,
shortening of the leg is usually not more
than one inch, and ordinary methods of
correction are sufficient to overcome
the shortening. For cases in which
anterior poliomyelitis, maluni ted fractures or destructive lesions of the femur
have caused additional shortening, the
following operation was devised to give
greater lengthening of the femur while
correcting the deformity.
An osteotomy is performed from the
tip of the greater trochanter downward
and inward to below the level of the
lesser trochanter. By traction in abduction and flexion (as in an inter-trochanteric fracture) the angle of t he neck can

be corrected, and the lower fragment
pulled down to give additional lengthening to the femur. Skeletal traction with
a wire through the lower end of the
femur or the upper end of the tibia is
used, followed by skin traction and
finally a plaster spica fot· a short period.
Two case-histories are presented with
several X-ray plates. In one case, where
shortening was five and one-half inches,
a section of the good femur one and onehalf inches long was re moved to aid in
approximating t he lengths of t he two
legs. Union was good in both cases, and
the deformity well-connected. The lengthening in one case was two and one-half
inches; the relative lengthening in the
other was three and one-quarter inches.
This is a relatively easy operation.
The correction of the coxa vara is controlled by the degree of abduction and
flexion. Lengthening is obtained partly
by connection of the coxa vara and partly
by extension of the leg following the
osteotomy.
--J. H. BEATTIE, '35 .

THE USE OF MAGNESIUM
ULPHA TE IN CANCER
WRIGHT, R. P.

Can. Med. Assoc. J ., 31; 404, 1934
The purpose of this preliminary report
is to stimulate interest in this form of
therapy and thus to render further trial
and observation possible.
Trial of Magnesium Sulphate in the
treatment of cancer was suggested by
the fact that it is used at the Radiumhemmet in Stockholm, Sweden, as the
routine treatment for leukoplakia and
papillomata, which are recognized precancerous conditions. For leukoplakia
they use 1 grain t hree times daily for
three months; this treatment gives a
marked improvement. Multiple warts in
children are completely absorbed in about
40 ';~ of cases by two or three months
of t his treatment. Another factor which
led to the trial of Magn esium Sulphate
in cancer was Brumpt and SchrumpfPierron's articles sho,ving t hat carci·
noma is ten times less frequent in Egypt
than in European countries. They linked
this with t he fact t hat Egyptian soil and
water is very rich in magnesium.
The treatment has been given to a
number of cases at Montreal Gene ral
Hos pital. Three of these showed conspicuous improvement while others showed
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lesser degrees of improvement. Some
were unaffected, particularly those with
bone involvement. Four cases are cited
- two carcinomas of the nasopharyn x,
one of the larynx and one at th e base
of the tongue. In these the usual methods
of treatment (surgery, electro-coagulation, radium and deep X-ray) had been
used without s uccess. Conspicuous impro vement occurred in three of t hese.
The results obtained to date may be
s ummarized as follows:
(1)
o curative value can yet be
claimed as the elapsed time is insuf ficient.

(2) Retrogression in liize of th e t umor
a nd clearing of the slough has been
produced.
(3) There has been considerable relief
from pain.
( 4) Body weight has increased.
(5) The patient's ment al a tti t ude has
improved.
(6) A sense of well-being has f ollowed.
The method of administration has been
purely empirical up to the present. The
dose has been regulated by its effect on
the bowels, enough being given t o produce 3 to 4 loose stools daily. The dosage
has been 1 t o 2 drachms two or t hree
times daily given in a mixture fla voured
with elixir of pepsin and camphor water.
Recently they ha ve been trying a 25 %
solution intramuscularly but sufficient
time has not elapsed to allow a f air
judg ment of its efficacy.

- P . M.

YOUNG,

'35.

TRAUMATI C ARTHRITIS
CoTTON, F . J.

N ew Eng land J. M ed., 208; 829, 1933
As a descriptive t erm t ra umatic
a rthritis has always been loosely t alked
a bout and for practical purpose means
nothing. The author points out few
conditions tha t may be confused with
t rauma to a join t . It is ve r y doubtful
if an exacerbation of th e ah·oph ic type
of arthritis can be cau sed by trauma, but
i.he infectiou s type can be lig hted u p by
injury, even if the joint be not directly
involved in the trauma, and it ma y exist

in cases without previous arthritic history without provable fo ci of infection.
But trauma, if ever, actua ll y originates
a hypertrop hic type of join t . However,
degenera ted joints often without symptoms deve lop igns of tro u ble following
injury even t houg h m jury may not have
directly affected t he joi nt in q ues tion .
I t is alwa ys questionable whether the
injury increases t he rate of progress in
the joint pathology, or has t here been
some persis tence of disa bility or some
;mperfection of recovery, irrespective of
any increase in the les ion. The osteoch ondritis ·which is an overgrowth of
ca rti lage in bone wit h a t endency t o
sepa ration, f r ee in t he join t or adherent
to the ca psule may ha ve a clinical hist ory of tr a uma but is not t rue Traumatic
A t·t hritis. So also t he so-called "Ath let es' J oi nts" which so many classify as
a rea l tra umatic a r t hritis. Such joints
show villous arth ritis wit h excess synovial fl uid a nd with proper t reatment
become quiescent and clinically cured.
The a uthor goes on fu r ther to show
how ea sy it is to confuse such conditions
as Ber g er s and Raynaud's diseases with
some s lig ht trauma. He cites numerous
cases of both diseases developing after
injury but fo r tunately great improvement was f ound by injections of typhoid
vaccine a nd insulin th erapy. After trauma
there are sometimes profou nd changes in
circulation, nutrition and f unction that
we can expla in onl y as depe ndent on
some r eflex sy mpathetic disturbance.
The important thi ng is to recognize them
a nd treat t hem a s a post traumatic
sympt om co mplex of nerve origin in no
way rela t ed to rea l a r t hr itis of any type.
-E. C. LADO UCEUR, '35.

ATELECTA S I S A N D TH E DISAPP E ARANCE OF CAV ITIES
HOLCOMB, F . W . AND WEBER,

G.

W.

Amer. R ev. of T ube1·., 30 ; 299, 1934
Cot·yllos recent ly pointed out the importa nce of a t electasis in the disappear·
ance of la rge cavities a nd co ncl uded that
closure of cavities in many ca ses of collapse therapy is by atelect asis. In this
pa per the auth ors try to collabo r a te thi s
explanation by some cases of pneumoth orax whi ch gave very startling results.
T he t wo cases cited had apica l cavities
which are held open by a dhes ions, after
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pneumothorax had been given. F or a
considerable time the sputum remained
persistently positive although the general condition improved. S uddenly, with·
out any apparent reason, the sputum
beca me negati ve. X-rays were taken
a nd in one case t he cavity had disappeared, while in the other it was present
on the first examina tion but absent two
months later.
By introducing a needle directly into
pulmonary cavities Coryllos has studied
the pressure and composition of their
gaseous content . His conclusions are
that those with negative pressure do not
communicate wi t h the bronchi, while
those with neutra l pressure do. Communication with t he bronchus is determined by comparing the CO. : 0 . ratio in
the cavity with that of the air in t he
bronchus. The process therefore isfirst occlusion of t he bronchus, then gradual absorption of the gas in the cavity,
finally obliterating it. This explains the
fact that the first sign in these cases was
negative sputum (when the bronchus
closed). Later the cavity was obliterated.
How does t his occlusio n of the bronchus occur? It seems unlikely t hat
caseous material would give a permanent
obstruction. If it did one would expect
it earlier when caseation was more a ctive.
Kinking or compr ession of the br onchi
is also improbable as the pressure is not
great enough to affect the stiff wall of
t he bronchi and since cavities may disappear without a positive pressure in
pneumot horax. Only one cause apparently
remains--eonstriction by increased fibrosis. In studies of lungs after pneumo·
thorax several observers have found that
it produced "an alteration consisti ng in
the development of a fibro sis in t he
pleura and connective tissue coats of t he
blood vessels and bronchi." Assuming
a progressive fibrotic change in t he
bronchial walls, the natural tendency is
contraction, which wi ll produce gr adual
constriction and finally occlusion. This
is not a new idea- bronch i coRtracted
and completely closed \vith some degree
of fibrosis are found in every autopsy of
pulmonary tuberculosis.
The authors intend to test this t heory
by a llowing lungs, s uch as t hose in the
two cases presented, to expand gradually
under frequent radiographic observation.
'If their ideas are correct the cavities will
remain closed although the neigbouring
parenchyma expands.
-P. M. YOUNG, '35.

PROGRESSIVE (CENTRAL) MUSCU LAR ATROPHY
MORGAN,

H. J.

l ntenwt. Clinics, 1; 190, 1933
The author class ifies the entire group
of cond it ions leading to localized atrophy
of muscles as follows:
PR IMARY MUSCULAR ATROPHY:

1. P rogressive Muscular Dsytrophy
(Erb).
2. Myotonia congenita (Thomsen) .
3. Myotonia atrophica.
SECONDARY M USCULAR ATROPHY:

1. Infections (poliomyelitis, neuritis).
2. Compression (caries of spine, cervica l rib, p laster casts).
3. Toxic (lead, arseni cals, alcohol, tricr esol, Phosphate).
4. Trau mat ic (fractures with nerve
t r auma, wounds).
5. eopla stic and degenerative (syringomyelia , multiple s clerosis).
6. Progressive muscular atrophy Ara n-Duchenne type (chronic anterior
poliomyelitis) .
7. Progressive muscular atrophyCharcot t y p e (amyotrophic la teral
sclerosis).
8. P rogressive muscular atrophy Bulbar type (glosso-labio-laryngeal par·
alysis).
9. Progressive muscular atrophyCharcot-Marie-Tooth type (progresive
neural muscular atrophy).
In the primary atrophies there are no
signs of involvement of nerves, sensory
changes are absent; frank reaction of
dengeration is absent a nd changes in
reflexes are due to t he state of the
muscles and not to pathology of motor
neu rons . Secondary atrophies may be
caused by involvement of the lower motor
neuron or by changes in the central
nervous system. The group with changes
in t he motor division of the central
nervous ystem is divided into separate
disease designated progressive muscular
amytrophic lateral sclerosis a nd progresive bulbar paralysis. A case report is
presented to illustrate t he fallacy of considering the three as separate clinical
conditions.
A white female, aged 39, complained
of inability to use her hands. Weakness
and coldness started in the right ha nd
following an attack of measles. Later
the left hand became involved. Wasti ng
of muscles extended to t he elbows. The
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muscles in volved were the inter ossei,
lumbricales, extensors and flex or s of
forearm and the muscles of t he t henar
and hypo thenar emine nces. T reatment
with strychnine and physiotherap y had
no effect. She ret urn ed in t hree mo nths
with slight weaknes s of t he muscles of
the shoulder g ird le. She had difficulty
in swallowi ng . The t ongue was t r emulous. There are fibt·illary twit chings of
the in vol ved muscles. Atrophied muscles
showed reaction of denger a ti on. The
diagnos is was : Musc ular a t ro ph y secondary to disturbance of t he motor
innervation. The' cau se was unknown.
Mea sles may ha ve init iated the condition.
No treatment was of an y a va il in thi ~
case.
- OLIVE STEWART, B.A., '35.

INTRAVENOU S INJECTION S

OF

ANIMAL CHARCOAL IN TH E
TREATMENT OF VARIOU S
INFECTIONS
ST. JAQUES, EUGENE

M ed. R ec., 141; 14, 1935
The author reports tha t more t han
three hundred int ra venous injections of
charcoal have been given t o more than
one hundred and fifty cases without a
single unt oward r esult.
The charcoal particles were partly obsorbed by t he s pleen, liver and bone
marrow, t he end otheli a l cells of which
seemed t o become a cti vated. The blood
picture shows a n augmentation of polymorphonuclear cells and marked phagocytosis ensues, the remaining particles
of charcoal a s well as bacteria being
attached.
An analysis is made of a series of on':!
hundred uns elected infectious ca ses,
comprising conditions varying fr om f ur unculosis to cholecystitis complica ted by
pancreatitis. Over twenty cases a re
quoted.
In fifty per cent, the reco very was
complete with t he temperature dr opping
to normal within forty-eight hours, and
r emammg so. Thirty per ce nt showed a
good result, the temperature decli ning to
norma l wi t hin five to se ven days f ollowing the beginning of t r eatment. In the
r emaining cas es t he results were not
solely du e to the charcoal t reatment a nd
were not used in the analysis.
A suspen sion of finely pulver ized
a nimal charcoal was made up to t wo per

cent in plain distilled water. Three cc.
we r e -.:sed in mi lder ca ses with five or
s ix cc. being used m the mor e severe
fo rm s. The dose was given da il y or every
ot her day. The only precaution necessa ry is the wax coati ng appl ied to the
syringe and needle to preve nt carbon
fro m a dhering to the parts a nd preventing eas y operation of the syringe.
- R. A. C H RISTIANSON, '36.

THE TR E AT MENT OF EM PYEMA
FRASER, JOH N

B rit. M ed. A ssoc. J ., 1935 ; 1; 213
( Feb. 2)
The a ut hor briefly su mmed up the
a etiology of empyema by saying it is
eit he r coi ncide nt with or fo llows the
pneumonic pr ocess in t he lung and is
ca used by th e pneu mococcus or streptococcus . He diagnosed the condition by
t he clinica l sy mptoms and confirms these
by aspiration of the chest , X-ray of the
ches t a nd ba cteriological examination of
t he effusion.
Treatment based on t b.e following
points : (a ) t he g eneral condition of the
patient, ( b) the state of t he underlying
lung, (c) t he chara cter istics of the pus,
(d) t he ca usa tive organism, (e) the
exte nt of the effus ion ( X-ray).
The indications for trea t ment by repea ted aspir ation are ( 1 ) poor surgical
ris k, (2) t hin serous pus, (3) streptococcal infections, ( 4) underlying infected
lu ng, (5) a di ff use effusion. In these
cases thorocotomy wou ld ca use a pneumothorax which m ig ht add to t he distress.
In early cases especially, this is sound
trea tment . The advantages are (1) the
fluid is removed t he safest way, (2) the
ph ys iology is disturbed t he least , (3) the
infectio n is localized. The t echnique for
asp ira tion is s imple, is carried out
every second or · t hird day and continued
un ti l temp erature is norma l and there
is no effusion, or until aspiration fail s
to relie,·e t he symptoms. Watch for
r espirator y emba r r assment.
Thorocotomy is indicated now, when a
localized encysted abscess has fo rmed
and pneumothorax is not so apt to
develop. The technique for t his is thoroughly di scussed, ri b-resection holding
f avo ur except in selected cases when an
intercostal incis ion may work.
Draina g e is mai ntai ned by a tube
sealed in t he wound. Na tural drainage
is often supplemented by suction. In
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fa vourable cases the drains will be out
a nd the wound healed in 3 to 4 weeks
after the operation.
The patient is treated in the sitting
position, fl uid s are forced and heart
stimulated by coramine or digitaline, if
ne cessary. In pronounced toxaemia, continuous dripping intravenous is valuable.
The anaemia of conva lescence is treated
by repe,.ted small transfusions. As soon
as possible the patient is given bottles
to blow on or is allowed to get out of bed.
Occasiona lly the discharge cont inues,
due usually to the thickened pleura preventing complete expansion of the lung.
Numerous other factors also cause discharge to persist. If nature does not
handle this, a more complete rib-resection
The interlobar type is complicat ed by
the fact that the pus is surrounded by
is done.
. ij
lung tissue, therefore treatment is dif ·
ficult. It is diagnosed by X-ra y and
recovery of pus through an exploratory
needle. This needle is left in-situ t o act
as a guide for more complete operation.
Serum may be of value in T y pe 1
pneumococcal infections and streptococcal infections.
-D. RALPH WEYLIE, '36.

TREATMENT OF CORONARY
DISEASE
HEPBURN, JOHN

Can. M ed. Assoc. J., 32; 42, 1935
Dille divided coronary diseas e into
generative heart disease 'vithout cardiac
insufficiency causes dyspnoea ; the treatment is general, cutting down activities,
three separate or coexisting types:
I. Denegerative Heart Disease : Degiving daily rest, clearing up foc i of
infection, treating anaemia, diabetes or
hyperthvreoidism. In auricular fibr illat ion powdered digitalis leaf (gr. ii) is
given daily. The barbiturates are very
useful sedatives. If cardiac in sufficiencv
is present the passive congestion i~
r elieved after a month's bed rest. Treatment consists of a reduced salt free diet
with a fluid intake of 25 ounces. Codeine
(gr. ss.) and bromide (gr. vii) t.i .d. are
used routinely. Oedema is reduced bv
daily saline purgatives. Diuretics such
as reduced salt intake digitalis, theocine
(gr. v-vii) every 4 h ours for two days
unless the urine is diminished and
salyrgan (o.5-1cc.) intravenously are
also used. The last is not given oftener
than twice a week and is contraindicated

in actue nephritis. Dyspnoea is rel ieved
by removal of fluid from the pleural and
peritoneal cavities.
In mild hyperthyreoidis m a partial thyreoidectomy
lessens the work of the heart.
II. Angina Pectoris: Oille states that
angina pectoris cases are due to coron ar~·
disease. Immediate treatment is to stop
a ll effort which precipitates an attack.
to inhale a myl nitrate or to suck nitrog lycerine (gr. ~oo ). Remote treatment
consists of regulating the acti vities,
clearing up t he foci of infection, treatin~
~:ny diabetes, or pernicious anaemia.
Resection of the cervical sympatheti.:
nerves shows varying results. Total
thy reotdectomy in cases of angina pectoris has s hown good results.
III. Cardiac Infarction: Cardia(! infarctio n due to coronary thrombosis, embolism, or coronary stenosis, 'vithout
thrombosis or embolism causes' an excruciating pam and collapse which may
may be due to rapid occlusion of the
arterioles.
The treatment is complete bed-rest,
including f eeding the patient, for 4
weeks. Morphine (gr. ~ ) every 15
minutes is given until the pain is bearable. The shock requires no stimulants
unless the pa tient's life is endangered.
A mode rate fall in blood pressure is advantageous.
The complications are
treated with digitalis, caffeine, strophanthine (gr. ~)oo ) or digitoxine (1 mg.)
intravenously q. 2 h. Caffeine sodiumbenzoate (gr. vii ss-xv) or 2-3 cc. coramine intravenously is used in severe
shock.
In ventricular tachycardia, quinidine
sulphate (gr. 1) in 500 cc. or 5 % glucose
restores the normal rhythm by the time
the patient has received 15-25 grs. of
quinidine.
Future physical activities of patients
with coronary thrombosis are only regulated by undue fatigue or praecordial
pain.
- Cardio Vascular Tonics: Strychnine is
useless, camphor later dilates the heart
and the blood pressure ra ising effects of
pituitrin more than offset the undesired
effects. Digitalis and strophanthine are
effective in spite of constricting e.f fect
on t he coronary arteries.
Caffeine,
coram ine and adrenaline are the best
to nics due t o t heir r apid action and can
be repeated at short intervals. Adrenaline
is not safe in cardiac infarction due to
temporari ly raising the blood pressure
to a n undesirable level, and intravenously may cause ventricular tachycardia.
-VIOLA VAIL, '36.
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